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The study examined the factors that influence HTV positive women to become
pregnant. The study also explored how susceptible these women perceive their babies are
to contracting the HTV virus through vertical transmission. It was hypothesized that
motivations for the HTV/AIDS infected woman to extend her family may be the results of
previous experience in childbearing, intrapersonal beliefs, and knowledge on the virus’
transmission.
The setting for this study was AID Atlanta located in Atlanta, Georgia The
sample consisted of30-HIV positive women who are clients of the agency. Various
internal and external validities were addressed and considered in order to decrease bias.
Frequencies and descriptives were used to analyze the data in order to determine what
motivational factors influence these women to become pregnant. Findings showed that
previous childbearing experiences were not motivations for this sample to become
pregnant. However, the women’s intrapersonal beliefs and the low risk of the baby
contracting the virus were motivations to initiate a pregnancy or to continue a pregnancy.
Although the women believed that their babies were at risk for contracting the virus via
breast-feeding, the women generally lacked knowledge on vertical transmission. Other
related questions, limitations of the study, and implications for social work practice were
also addressed.
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The risk of transmittingHIV during pregnancy might be presumed to discourage
women who are HIV positive from having children. Nonetheless, there is empirical
evidence illustrating that HTV status is not the deciding factor in a woman’s decision to
have a baby or to abort a pregnancy if she should become pregnant. Many HTV infected
women proceed to become pregnant and give birth to babies that have been exposed to
the virus. Yet, there is little understanding of factors that motivate or discourage women
with HTV/AIDS in making the decision to have a baby. This study seeks to address the
reasons, which influence their choice to become pregnant and how social workers can
assist them in making plans for themselves and their children.
HIV/AIDS Statistics
HTV infection has escalated fourfold in the developed world among women in
their reproductive years (CDC, 1997). The majority of these women infected with the
virus live in the southernUnited States (CDC, 1997). Two states in the south, Georgia
and South Carolina, have incidences ofHIV/AIDS in women increasing exponentially
(CDC, 1997). With the increasing numbers ofwomen becoming infected with the virus,
HTV/AIDS has the potential to have a detrimental effect on the family system. Three
million youths, world-wide, have become infected from the virus since the epidemic
began. Globally 1,000 babies become infected with HTV daily (Sowell, Phillips, and
Misner, 1999).
The probability ofprenatal transmission ofHTV to the newborn during pregnancy
makes the virus a serious threat to the well being ofwomen as well as their babies.
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Consequently, health care professionals as well as social workers need to be abreast of
the most current and relevant information pertaining to perinatal transmission ofHTV.
Once women are given the necessary education regarding the potential transmission of
the virus, social workers are needed to support these women in their reproductive
decisions.
There is evidence that HIV/AIDS is multiplying rapidly among women via
heterosexual contact. In June 1998, the CDC revealed that 641,086 women had been
diagnosed with AIDS. Minority women represent a disproportionate number of these
cases, with 230,029 African American women having been diagnosed with AIDS (CDC,
1997,1998b). Based on this data, women ofcolor are at higher risk for becomingHIV
infected than their Caucasian cormterparts (CDC, 1998b).
Increasingly, womenwith HTV/AIDS live outside of the metropolitan centers and
in the south (CDC, 1998b). South Carolina and Georgia are two southern states in which
HTV/AIDS in women is showing dramatic increases. An examination ofnational
statistics has shown that these two states rank 10*** and 9*** respectively in AIDS cases
among women (CDC, 1997). Currently, there have been 2,976 AIDS (only AIDS cases
are reported in this state) cases in Georgia alone (CDC, 1998b).
The purpose of this study is to describe the motivational factors that may
influence the decision ofHIV positive women to become pregnant. The motivational
factors that are observed include previous experiences in childbearing, intrapersonal
beliefs, and knowledge on the virus’ transmission. The study also attempts to understand
how susceptible these women think their babies are for contracting the virus through
vertical transmission. Vertical transmission is defined as the transmission ofHIV from
the mother to child whether it is due to the actual birth process or by breast-feeding
(Ingram and Hutchinson, 2000). It is critical for social workers to understand the unique
issues thatHIV positive women may have to consider.
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Statement of the Problem
Women are the fastest growing population diagnosed with HTV, particularly
minority women, with the route of transmission being heterosexual contact. More than
70,000 cases ofADDS have been reported among women in the United States, and it is
believed that one in every 700 women is infected withHIV (CDC, 1995). The majority
of the women are ofchildbearing age, sixteen to forty-five years old (Sowell, R., et. al.,
1999). These women are struggling with reproductive and mothering issues unique to
HIV-positive women (Ingram and Hutchinson, 2000).
Many of the HTV infected women have children and are considering having more
children. Often, these women do not become aware of the diagnosis until pregnancy or
once the baby is bom (Taylor-Brown, S., 1999). Potentially transmitting the virus to the
baby during the pregnancy becomes a great concern for these women. Although research
has shown that perinatal transmission ofHIV can be decreased through the use ofanti¬
retroviral therapy, it remains important to understand the factors that influence women’s
decisions to have a baby after becomingHIV infected (Birchard, 1998).
For HTV positive women, the decision to have a baby is not simple and may be
influenced by a variety of factors. Although little research has focused on the
reproductive issues ofHTV/AIDS women, the factors that influence their decision to have
a baby are likely to be different from women in the general population. In making the
decision to extend her family, HIV infected women must consider the potential for the
baby to be HTV infected, how becoming pregnantwill affect her health, and the
possibility that she will die before the child is grown (Sowell, Phillips, and Misner,
1999). The motivations for the HIV/AIDS infected woman to extend her family may be
the results ofcomplex personal health, previous experience in childbearing, intrapersonal
beliefs, family dynamics, social pressures (which may be culturally based), and
knowledge on the virus’ transmission.
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In an effort to contribute to what is already known in the field of social work
about the experiences ofHTV positive women, this study focuses on the motivational
factors that influence this population to extend their families by deciding to give birth.
Also, the study examines how susceptible women think their babies are to becoming
infected withHIV during pregnancy. Factors including demographic characteristics are
also being investigated through a series ofquestions. For the purpose of this study,
intrapersonal beliefs, previous experiences in childbearing, and knowledge on the
transmission ofHTV/AIDS are the variables investigated.
The hypothesis for this study is that the motivations for the HTV/AIDS infected
woman to extend her family may be the results of previous experience in childbearing,
intrapersonal beliefs, and knowledge on the virus’ transmission. Based on the Maslow’s
hierarchy ofneeds theory, the need to belong, self-fiilfillment, and to be loved is what
some feel is one of the causes for HTV positive women to become pregnant. It is believed
that it is the women’s desire to be loved imconditionally and to feel as if they are self-
fulfilled.
Significance of the Study
It is crucial for social workers in the health care setting to understand the
motivational factors ofHIV positive women in their decisions to become pregnant. As
stated earlier, HTV positive women, unlike their HTV negative counterparts, may have
unique factors that influence the decision to have a baby (Sowell, Phillips, andMisner,
1999). Therefore, social workers as well as other health care professionals must
understand issues facing these women and provide the needed support should they
become pregnant
The decision to have children can be difficult for any potential parent However,
the decision is even more difficult when the potential mother is HIV positive. The risk of
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transmitting the virus to the baby, as well as the likelihood ofpremature maternal death,
further complicates the decision of the HTV positive mother to extend her family.
However, these fears compete with the desire to have a baby for this population (Taylor-
Brown, 1999).
Since the onset of this epidemic, controversy has surrounded the infected
woman’s decision to bear a child. HTV infected women maybe viewed as being selfish,
irresponsible, as well as immoral if they choose to initiate or continue a pregnancy
(Gillman & Newman, 1996). Many of the questions that surround this issue are whether
or not it is the woman’s decision or the health care provider’s decision to terminate a
pregnancy? Will there be adverse effects on the infant or the mother? If the woman takes
AZT during pregnancy (in an effort to prevent the baby from contracting the virus) will it
be effective later during her illness? What impact do the anti-retroviral medications have
on the infant? What happens to the child if there is premature maternal death? Although
these questions may not be answered thoroughly through this study, the purpose is to
continue to assist in identifying the factors that influence these women to bear children so
that social workers as well as other health care professionals can better serve them.
The purpose of this study is to determine how well women are educated about
vertical HTV transmission, as well as, to explore the factors that influence HTV infected
women to become pregnant. The research questions that will be addressed by this study
are (1)What is the level of understanding among HTV infected women regarding
perinatal transmission of the virus? (2) What role, ifany, does previous childbearing
experiences play in their decisions to have a baby? (3) What intrapersonal beliefs have
influenced their decisions to have a baby?
The social worker has a professional obligation to seek, evaluate, and use the
research knowledge that is generated. It is pertinent for social workers to understand the
concerns ofHTV positive women as it relates to future pregnancies, medical and
s
from that time. This trend in heterosexual transmission may serve as a good marker for
future trends. AIDS in women also is ofparticular concern because women with AIDS
or with human immunodeficiency virus (HIV) infection are the primary source of
infection of infants with AIDS. Trends in AIDS in women may help to determine future
trends in pediatric cases (Campbell, 1990).
ADDS cases ofwomen in the United States
In January 1989, women only comprised 9 percent or 6,983 of the total 81,418
adult AIDS cases in the United States. AIDS was once one of the top five leading causes
of death among women in the reproductive age (Ingram & Hutchinson, 1999). Between
1988 and 1992, the percentage ofAIDS cases among women quadrupled to over 27,000
in 1992 (CDC, 1993). The Centers for Disease Control and Prevention (CDC, 1995)
reported that more than 58,000 American women had been diagnosed with AIDS in
1994. The percentage ofAmerican women with AIDS has continued to increase; more
that 18 percent of all AIDS cases diagnosed in the United States are women (Kalichman,
Hackl, & Somlai, 1997).
Currently, ADDS cases have been reported at a rate of 14 times more frequently
among black women and 9 times more frequently among Hispanic women than among
their Caucasian counterparts (Ingram & Hutchinson, 1999). ADDS has now been
identified as being the fourth leading cause ofdeath among white women between 25 and
44 years ofage in the United States, and the first leading cause ofdeath for African
American women in this age bracket (Ingram & Hutchinson, 1999). Campbell (1990)
reported that the majority of these women (79%) are in their childbearing years. Yet
women remain understudied and under served (Stevens, 1996).
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Issues ofHIV PositiveWomen
There are many dilemmas HIV positive women have to face. The most common
are lack of available knowledge about the virus’ transmission, stigmas attached to having
the virus, family care-giving concerns, and effects ofdisclosvire (Kalichman, Hackl,
Somlai, & Kelly, 1997). Kalichman, Hackl, Somlai, andKelly (1997) reported that the 8
women in their study identified stigma issues of rejection, shame, and the potential loss
of future relationships. The women feared disclosing their HTV status because of
perceived family, peer, and societal rejection. Difficulties establishing and maintaining
intimate relationships were often raised among the women.
The women also reported that there was a need for information on HTV/AIDS.
The authors reported that all of the participants (5 Afiican American, 2 Caucasian, and 1
Hispanic ranging from 23-47 years ofage) stated that they believed that their HTV
diagnosis meant imminent death. The women reported that the lack ofmedical
information regarding prognosis for livingwithHIV created confusion in their lives. The
women knew that they had HTV, but most felt that they knew little else about the disease
including information on the transmission ofthe virus. This was a specific concern for
one ofthe women in the study. She reported that at the time ofher diagnosis, she was
pregnant.
Another major concern for these women is the effectHIV will have on the
mother’s health during pregnancy. HIV is viewed as especially stressful for pregnant
HIV positive women. Often, the mother’s health declines. Ingram and Hutchinson
(1999) reported that during their study one of the mother’s health declined rapidly and the
pregnancy had to be terminated via abortion. In another study conducted by Ingram and
Hutchinson (2000), 20 - HTV positive mothers indicated that premature death was also an
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issue. The mothers were often worried about the future of their children, especially if the
children wereHIV positive.
Because many HTV women are often in their reproductive years, 14-22 years of
age (Taylor-Brown, 1999), they often have to struggle with reproduction and mothering
issues unique to HIV - positive women (Ingram & Hutchinson, 1999). The presence of
the HIV virus only complicates the experiences of these women. Research has shown
that the majority ofchildren are infected primarily via vertical transmission. Vertical
transmission is defined as the transmission ofHTV fi-om the mother to the infant whether
it is the result of the actual birth process or by breast-feeding (Campbell, 1990).
Pediatric AIDS Cases and Routes ofTransmission
Campbell (1990) reported that pediatric AIDS cases follow a racial distribution
similar to that ofwomen; this is due to the route of transmission for infants being vertical
transmission from infected mothers. The frequency oftransmission from an infected
mother to her fetus or newborn ranges fi:om 25 - 50 percent. Uninfected as well as
infected infants have been bom to mothers that have previously given birth to an infected
child. The actual rate ofperinatal hansmission is difficult to determine because there are
currently no laboratory tests that reliably establish HTV infection in newborns. Also
newborns naturally carry antibodies passively acquired transplacentally from their
mothers. Therefore, they may test positive for HTV antibody but actually may not be
infected themselves. There is no way to distinguish the infant’s antibodies from the
mother’s. It takes up to 15 months for maternal antibodies to disappear. Campbell
(1990) reported that in order for the infant’s tme HIV status to be determined, it is
necessary to follow the infant for the first 15 months of its life (to detect the loss of
maternal antibody and the development of serologic or virologic markers of infection).
Taylor-Brown (1999) reported that initially the Centers for Disease Control
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are also infected via vertical transmission, transmission of the virus to the child from the
mother. As a result of the increase in pediatric HTV cases, women of childbearing age
may encounter mandatory testing as part of an effort to control women’s reproductive
choices.
Because all pregnancies are not planned, prenatal testing may be difficult Often
times, these women are not aware ofthe HTV status until they become pregnant Even
then it is not clear that knowledge ofantibody status will prevent women from having
children.
The reproductive rights ofHIV positive women are becoming a controversial
issue due to the increase in HTV pediatric cases. A central issue is the right of an infected
woman to become pregnant and to maintain the pregnancy (Campbell, 1990). The right
to become pregnant could be seen as part of a woman’s right to control her body,
however, as more childbearing women become infected and give birth to infected
children, childbearing services may become under surveillance of the state. HTV positive
women ofchildbearing age could become the first groups to undergo mandatory testing
as part ofan attempt to control women’s reproductive choices.
Motivations for Pregnancy
Sowell, Phillips, and Misner (1999) conducted a study on 45 Afiican American
women living in South Carolina and Georgia. Through interviews using a 13-item
questionnaire, the researchers found that HTV status is not the most important influence
on a woman’s reproductive decision making. In fact, 76% of the women participating in
this study indicated that they did not believe that the babies would become HTV infected
if they became pregnant even though they had HTV.
The women in this study also identified their significant others (husbands or
partners) and other family members as those most important inmaking the decision to
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add children to their families. Sowell, Phillips, and Misner (1999) reported that in their
work withminority women, a partner’s desire for children was often more important than
the woman’s wishes. It was noted that it is important for health care workers to
understand the role that familymembers play in the women’s decision to become
pregnant.
Similarly, (Kline, Strickler, and Kempe; 1995) reported that in their study the
partner’s desire to have more children was a motivation for the HTV infected women to
become pregnant. They also reported the characteristics of the women that were more
likely to become pregnant as being younger, less educated, and more sexually active than
those who did not. The women were reported as being more likely to have had previous
pregnancies and multiple abortions. These women were also less likely to know their
partner’s HIV status. There may have been cultural influences in the previous studies,
since the majority of the participants were Afiican American. The views and beliefs
about childbearing may be related to cultural biases.
Childbearing for some women is such a strong cultural expectation that the odds
ofthe infant contracting the virus may be acceptable odds. The cultural norms and values
in mostWestern societies encourage reproduction and emphasize motherhood as a valued
role for women (Ingram and Hutchinson, 1999). Pregnancy elevates a woman’s status in
some communities and is often an opportunity for women to feel good about themselves.
Babies represent sources of love, acceptance, and a legacy for the future, even for a
woman with no sense of future for herself. Ingram andHutchinson (1999) reported that
women regarded having children as basic to the meaning of life and essential to their
view of themselves as women and adults.
Therefore, Campbell (1990) states that risk taking and pregnancy can be
compared to risk taking and contracting AIDS because neither the fertilization nor
infection is certain. Infectedmothers often have to deal not only with the consequences
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compared to risk taking and contracting AEDS because neither the fertilization nor
infection is certain. Infected mothers often have to deal not only with the consequences
oftheir own illnesses but also those oftheir child. In the event that the infant contracts
the virus via the mother, the mother also has to deal with guilt that is associated with the
transmission. Kalichman, Hackl, Somlai, andKelly (1997) reported one of the mothers
in his study was concerned with the potential risk oftransmitting the virus to her unborn
child, “the scariest thing for me right now is I’m pregnant, and we’re both worried about
whether the baby will pick this up.”
Limitations of the Literature
There are some limitations in the current literature. The majority of the samples
used in the studies are relatively small and focus primarily on African American women.
As a result of the samples used, the findings may not be generalizable to other HIV
positive women that are not African American.
There is also a lack of longitudinal studies. It would be interesting to follow the
lives of these women and their children for a period of time such as 5 to 10 years. Maybe
the results will be different if the women were followed and research examined the long¬
term effects ofHIV on their families.
More research is needed to determine how well women are educated about
vertical HTV transmission, as well as, to explore the factors that influence HIV infected
women to become pregnant. It is believed that there are motivational factors (other than
their current HTV status) that may influenceHIV positive women to become pregnant.
Previous childbearing experiences, intrapersonal beliefs, and knowledge on the virus’
transmission are the motivational factors that will be investigated in this study. The
hypothesis of this study is that the motivations for the LDV/AIDS infected woman to
extend her family may be the results ofprevious experience in childbearing, intrapersonal
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Conceptual Framework
In order to understand the motivations that influence these women to become
pregnant after tiiey are HTV positive, it is necessary to understand Maslow’s hierarchy of
needs. Maslow’s theory is a humanistic theory that provides two foundational concepts
for transpersonal theory; self-actualization and self-transcendence. Self-actualization is
defined as a natural inherent tendency ofpeople to express their innate potential for love,
creativity, and spirituality (Klirsfield, 1998). According to Maslow, what is needed for
self-actualization to proceed successfully is a nurturing environment that provides
adequate strength and social support, as well as a personal commitment to growth
(Klirsfield, 1998). As self-actualization continues to its fullest potential, self-
actualization then becomes self-transcendence. Self-transcendence is a completion and
fulfillment ofthe self in communion with other beings.
Maslow proposed a hierarchy of five innate needs that activate and direct human
behavior. These needs are instinctive in that people are equipped with them at birth.
However, the behaviors people use to satisfy the needs are learned and therefore are
subject to variation from one person to another. The needs are arranged in a hierarchy or
ladder, with physiological needs being on the bottom of the ladder, followed by safety
needs and the need for belongingness and love. The needs for esteem and self-
actualization are at the top. Those at the bottom must be at least partially satisfied before
those at the upper rungs become influential. It is only when a person has adequate food,
and when the rest of their lower-order needs are satisfied, that he/she is motivated by the
higher-order needs (Schultz and Schultz, 1994).
It must be noted that all people are not driven by all the needs at the same time.
Generally, only one need is dominant Which need is dominant depends on which of the
others have been satisfied. An example is a person that is highly successful in business
who is no longer driven by or even aware of their physiological or safety needs. This
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Others have been satisfied. An example is a person that is highly successful in business
who is no longer driven by or even aware of their physiological or safety needs. This
personmay now want to seek esteem or self-actualization. However, the priority of the
needs can be changed or reversed (Schultz & Schultz, 1994).
This developmental process starts with the focus on survival needs and proceeds
to self-transcendence. Klirsfield (1998) notes that the term hierarchy does not mean that
subsistence needs are less important than the transcendence needs, rather they must take
first priority because without the establishment of survival, security, and sense ofbeing
loved, it is difficult to turn attention to matters ofcreativity and spirituality. Maslow is
clear to emphasize the need for belonging, love, fnendship, dignity, individuality, and for
self-fulfillment. The need to belong, self-fulfillment, and to be loved, are what some feel
is one ofthe causes for HTV positive women to become pregnant. It believed that it is the
women’s desire to be loved unconditionally and to feel as if they are self-fulfilled.
Ingram and Hutchinson (2000) reported that childbearing amongHIV positive women
not only represents a means ofself-esteem and identity, but, also a means of survival.
Because of the unmet needs, the women may choose to become mothers.
The baby represents a source ofunconditional love, a sense ofbelonging, and
acceptance for that mother in a society that is judgmental and places stigmas on
individuals that deviate from the norm (Ingram & Hutchinson, 1999). KLalichman, Hackl,
Somlai, and Kelly (1997) stated that society has attached stigma and shame as prominent
themes in women once they disclose theirHIV status. Once women contract HTV their
lives become inherently different from their counterparts that are not HTV positive.
These women are no longer viewed as other women are viewed, consequently the women
may feel that they are not loved unconditionally or as if they belong. Therefore, the
women may attempt to satisfy their need for love and belonging in other people (in these
cases an infant). As a result, having a baby has become a method used to satisfy the
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1997).
Once these needs are met, the womenwill progress up the ladder ofneeds, and
began to live with a sense of inherent personal dignity, worth, and self-love, and lovingly




The setting for this study was AID Atlanta, Inc. located in Atlanta, Georgia. AID
Atlanta, Inc. is a nonprofit, volunteer based agency that foster and participate in a broad
compassionate response to the Human Immunodeficiency Virus epidemic, through
advocacy, service, and education. The agency offers services, such as casework, to
individuals from various racial, ethnic, and socio-demographic backgrounds in the
AtlantaMetro Area that are infected with HTV.
Sample
The sample was comprised of30 women currently receiving AIDS services from
AID Atlanta. All of the women are HTV positive and range between 23-52 years ofage
(in their reproductive years). The women may have had children (prior to their HTV
diagnosis). The sample ofwomen consisted mostly ofAfiican American women, (83%).
This was due to more minority women being HTV positive. The sample was
representative of the HIV/AIDS statistics for the state ofGeorgia (if selected randomly).
However, the sample was one ofconvenience, because the women were already clients of
the agency.
One possible limitation was that the women may not be able to complete the
questionnaire due to illnesses associated with the virus, such as, fatigue or weakness.
Another limitation was that the women may feel that the questions are too personal and
may not want to disclose the information to the researcher.
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Specificity of variables may be decreased by dispensing questionnaires to various
HTV positive women (located at other agencies). Conducting a double blind experiment
may minimize researcher bias. The questionnaire was pre-tested individuals to assure all
questions and concepts were understood. This increased reliability and validity.
Measure
The questionnaire consisted of 26 items designed to explore the motivational
factors that may influence HTV positive women to become pregnant. The content ofthe
questions posed to the sample consisted ofdemographic characteristics, work history,
intrapersonal beliefs, knowledge of the virus’ transmission, and experiences in
childbearing (see Appendix B). The type of responses included yes/no, open-ended
responses, fixed responses, and Likert-type responses.
For example,
10. Does your family place a lot ofvalue on motherhood? Yes No
14. Is your family concerned about you becoming pregnant?A.very concerned B. somewhat concerned
C. somewhat imconcemed D. very unconcerned
24. What would prevent you from having more children?
26. What would motivate you to have more children? Please circle the one fector that
would have the most influence over decision.
A. Your values about motherhood
B. Your family’s view about you having more children
C. Have family support
D. The low risks of the baby contracting the virus
Experience from previous (earlier) birthsE.
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Design
The research is a descriptive study because it attempted to seek an understanding
of the motivational factors that may influenceHIV positive women to become pregnant.
The one shot case study design (X O) was used for the study. The X, what was being
measured, represented the motivational factors. The O depicted the questionnaire or
instrument.
The research was a quasi-experimental research design because it failed to meet
one or more of the requisite conditions of the experimental research design. The
participants were not randomly assigned to groups, however, the sample was one of
convenience. Also, the influence of all other potentially intervening variables may not
have been controlled for.
Limitations ofthe study are the small sample size, 30 participants, and the
homogeneity ofthe sample. Because a small sample was used, the findings caimot be
generalized to the larger population ofHTV positive women. The majority ofthe women
(80%, N=25) were Afiican American and culture influences may have affected their
responses. The geographical location (Atlanta, Georgia) may also make it hard to
generalize to other HTV positive women that do not live in this area.
A possible validity threat to the study may be the maturity level of the women.
Because the women vary widely in their ages, some of themmay not be able to
understand the terminology used in the questionnaire. One way to control for this threat
would be to give the questionnaire to other women (ranging in ages of the sample) to
check for simplicity and imderstanding.
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Procedure
The questionnaire was administered to 30 HIV female clients ofAID Atlanta,
located in Atlanta, Georgia. A 26- item questionnaire pertaining to motivational factors
that may influence HTV positive women to become pregnant was used to collect data for
this study. The questionnaire was administered on site by the researcher. The
questionnaire took approximately 25-30 minutes to complete. The women were given an
informed consent, which explained the purpose of the study, voluntary participation and
the confidential nature of their participation. Data was collected during November 2000.
After the questioimaires were completed, the data was analyzed. Frequencies and
descriptives were done on all variables of the questionnaire and the findings were
evaluated. The conclusions were drawn from the findings.
Analysis
The demographic characteristics were presented using frequencies and
descriptives data. The data were collected using open-ended questions, yes/no questions,
fixed responses, and Likert- scale questions. There were also questions that related to
demographic characteristics, work history, and motivational factors that may influence
the women’s decisions to become pregnant. After all of the questioimaires were
received, the responses were tallied and processed.
Summary
In this chapter, the reader was provided with an in-depth discussion regarding the
type of setting, a description of the population sampled, and reliability and validity
threats and how the threats were addressed. Also, the instrument and type ofquestions
(including responses), the type ofdesign notation, procedures of the study, and analysis
ofdata were presented. The results of these analyses were presented in chapter four.
CHAPTER FOUR
RESULTS
The material presented in this chapter illustrated the data collection and analysis.
This chapter was divided into several sections. The first section displayed the
demographic information of the study. The next section included the hypothesis and
other questions that were not addressed by previous research. The final section presented
unexpected findings directly related to the hypothesis.
It was expected that the data would support the hypothesis that intrapersonal
beliefs, knowledge on the virus’ transmission, and previous childbearing experiences
were the motivational factors that influencedHIV positive women to become pregnant.
The study also attempted to understand how susceptible these women thought their
babies were for contracting the virus via vertical transmission. Vertical transmission was
defined as transmitting the virus to the child from the mother via childbirth or breast¬
feeding.
Demographics
As seen in table 1, there were 30 participants in the sample, with the majority of
the women participating in the study being Afiican American (N=25, 83%). The sample
also consisted of2 Caucasians (7%), 1 Native American (3%), and 2 Asians (7%). The
mean age of the sample was 37.5 (with the ages ranging from 23-52). Fifty percent
(N=15) of the women had never been married, while ten percent (N=3) of the women
were married. The other 36% (N=l 1) of the women fell into the categories of separated




Fifty three percent (N=16) of the women had children, with the average number
ofchildren being 2). Only three percent (N=l) of the women reported having a child that
wasHIV positive. However, it must be noted here that 20 percent (N=6) ofthe women
did not answer the question related to their children’s HTV statxis. The question was
number five on the survey and was worded as: Are any ofyour childrenHIV positive? If
yes, howmany children are HTV positive?
Thirty seven percent (N=l 1) ofthe women stated that their partners were HTV
positive, while seven percent (N=2) of the women reported that they were unaware of
their partners’ HTV status. Seventeen percent (N=5) ofthe women did not answer the
question.
Forty percent (N= 13) ofthe women had completed high school and ten percent
(3) of the women had graduate degrees. Twenty percent (N= 6) of the women did not
possess a high school diploma or GED. Ei^ty three percent (N=25) of the women







Afiican American 25 83.3
Caucasian 2 06.7
Native American 1 03.3
Asian 2 06.7
Marital Status















Do not know 2 06.7
Note^Kxise 5 16.7
Education
Did not completehi^ school 6 20.0
Completedhi^ school 13 43.3
SomeooUegB 7 23.3
Graduate level 3 10.0





The hypothesis for this study was that HIV/AIDS infected women would extend
their families (via pregnancy) as a result oftheir previous childbearing experiences,
intrapersonal beliefs, or knowledge ofthe virus’ transmission. The collected data did not
entirely support the hypothesis. The variable, previous childbearing experiences, was not
a motivational factor for this sample to become pregnant (see Table 2).
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The question, number twenty-three, on the instrument that measured the
participants response was: “Based on your previous experiences in childbirth, would you
like to give birth again?” Sixteen (53.3%) of the women responded to the question by
stating that their previous experiences would not be a motivation to become pregnant.
Eleven (36.7%) of the participants stated that “their previous experiences in childbirth
would be a motivational factor to become pregnant.” Three (10%) ofthe women did not
give a response to the question.
Table 2




No response 03 10.0
Table 3 illustrated how the participants responded to the question pertaining to
intrapersonal beliefs (i.e., internal beliefs that the women posses about motherhood).
Question number 9 on the survey asked “Do you value the role ofbeing a mother?” The
majority ofthe women (N=26, 86.7%) responded that they were very concerned about
the value and beliefs placed on motherhood. While only one woman (3.3%) stated that
she was unconcerned about the value placed on motherhood, it must be noted that 1
(3.3%) ofthe women did not respond to this question. Therefore, intrapersonal beliefs
about motherhood may influence these women to become pregnant.
Table 4 illustrated the participants’ responses to the questions (numbers 12 and
19) on the survey relating to knowledge about vertical transmission. Question twelve
asked: “Do you know what vertical transmission is?” Three of the women (10%) did not
give a response to the question. Sixteen ofthe women (53.3%) reported that they could
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not define vertical transmission. Eleven of the women (36.7%) reported that they could
define vertical transmission. However, when asked to define vertical transmission, only
three (10%) of the women defined vertical transmission correctly. The responses to these
questions illustrated the women’s lack of knowledge about vertical transmission.
The majority of the women (N=20,66.7%) reported that their babies could be at
risk for contracting the virus via breast-feeding (see Table 4). Six of the participants
(20%) reported that their babies would not be at risk for contracting the virus via breast¬
feeding. Four of the women (13.3%) did not respond to the question.
Table 3
Value the Role ofBeing aMother
Variable Frequency Percentage
Veiy Concerned 26 86.7
Somewhat C(»cemed 2 06.7
Somewhat Unconcerned 1 03.3
Very Unconcerned 0 00.0









Defined huxHTBCtly 27 30.0
Baby at risk via breast-feeding
Yes 20 66.7
No 6 20.0
No Response 4 13.3
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Other Related Questions
Table 5 illustrated how the participants responded to the question pertaining to
the possible transmission of the virus from the mother to child via vertical transmission.
Question munber 13 on the survey asked “Are you worried that your future child(ren)
will contract the virus through vertical transmission?”. Five (16.7%) of the women
reported that they were “very unconcerned” about future children being infected with the
virus via vertical transmission. Twelve ofthe women (40%) reported that they were
“very concerned” about future babies contracting the virus via vertical transmission.
Eight of the participants (26.7) did not give a response to the question.
The majority of the women (53.3%, N=16) reported that the possible risk of
transmitting the virus to the infant would prevent future pregnancies. However, ten of the
women (33.3%) reported that the risk oftransmitting the virus to the infant would not
prevent them from initiating or continuing future pregnancies. Four of the women
(13.3%) did not give a response to the question.
The majority of the women (N=22,73.3%) stated that they had extended family
support and that their families placed a lot ofvalue on motherhood. However, eighteen
(60.0%) of the women stated that their extended families did not want them to have more
children. Of the 30 participants, ten (33.3%) reported that they would have another baby
if their partners desired one. Sixteen (53.3%) reported that they would not have another
child even if their partner desired one. Four ofthe women (13.3%) were indecisive.
Eighteen of the participants (60.0%) reported that if they were to become
pregnant, they would be willing to take HIV medications to prevent the possible
transmission of the virus to the infant Four (13.3%) of the women reported that they
would not be willing to take medications to prevent the transfer of the virus. Eight
(26.7%) of the women were indecisive.
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Table 5
Other Variables that mav Influence the Participants Decisions
Variable Frequency Percentage
Worried Future Children would be
infected
Very Concerned 12 40.0
Somewhat Concerned 2 06.7
Somewhat Unconcerned 3 10.0
Very Unconcerned 5 16.7
Norei^nse 8 26.7
Possible Transmission ofHTV to
future children prevent pregnancy
Yes 16 53.3
No 10 33.3




No Response 1 03.3
Question 26 on the survey asked the women, “what would motivate you to have
more children” (see Figure 1). The women had five responses to choose fi'om. The
majority ofthe women (N=12,40.0%) reported that the low risk of the baby contracting
the virus would motivate them to become pregnant. Six of the participants (20.0%)
reported that their intrapersonal beliefs about values placed on the role ofmotherhood
would motivate them to initiate a pregnancy. One ofthe women (3.3%) reported that her
family’s views about having more children would motivate her to become pregnant. Two
(6.7%) ofthe participants reported that their previous experiences in childbirth were
motivation to become pregnant. Nine of the women (30.0%) ofthe women did not
respond to the question.
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Figure 1. Motivations to Become Pregnant
40%
BYour values @ motherhood
BYour family's value @ motherhood
□Low risk of baby contracting the
virus
□ Previous experience in childbirth
BNo response
The results ofthis chapter suggested that previous childbearing experiences are
not amotivational factor for HIV/AIDS infected women to become pregnant. However,
the low risk of the infant contracting the virus and intrapersonal beliefs (i.e., the beliefs
the women possess towards the value ofmotherhood) are motivational factors for
HIV/AIDS women to initiate or continue a pregnancy. Although the majority of the
women believed that their babies were at risk for contracting the virus via breast-feeding,
the study illustrated that the participants lack general knowledge on vertical transmission
(child contractingHIV from the mother as a result of the actual birth process or breast
feeding).
Also, in related questions regarding the women’s families’ views towards future
pregnancies, the majority of the women reported that they would not become pregnant if
the partner or extended family desired a child. However, the majority ofthe women
stated that they would take HTV medications in the event they became pregnant, in an




This chapter provided the reader with a discussion regarding the findings and
conclusions of this study. Similarities and differences of previous research findings and
suggestions for future research were also discussed.
The results of this study showed previous childbearing experiences are not
motivational factors for this sample to become pregnant. The low risk of the baby
contracting the virus and intrapersonal beliefs are motivations for these women to initiate
or continue a pregnancy. Although the women are aware of the potential for future
babies to contract the virus via breast-feeding, the women generally lack knowledge on
vertical transmission (child contracting the virus from the mother via breast feeding or
the actual birth process). The findings did not support the hypothesis entirely.
It was believed that previous childbearing experiences, intrapersonal beliefs,
(internal beliefs the women possessed about the values ofmotherhood) and knowledge on
the virus’ transmission (specifically via vertical transmission) were motivational factors
for these women to initiate or continue a pregnancy. The basis for this study was to
understand some of the motivational factors that may influence HIV/AIDS infected
women to become pregnant.
The variables of interest for this study were previous childbearing experiences,
intrapersonal beliefs, and knowledge on the virus transmission. However, other variables
were also examined, which included; the women’s partners, extended family, the risk of
the infant contracting the virus, and the families’ views about motherhood. The study
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also examined whether or not the women were willing to take HTV medications in an
effort to reduce the child’s potential of contracting the virus in the event that they were to
become pregnant. Unlike the study conducted by Kline, Strickler, and Kempe (1995); the
majority ofthe women (53.3%) in the current study reported that they would not become
pregnant if the partner or extended family desired another child. Kline, Strickler, and
Kempe (1995) stated that the majority of the women in their study identified their
partners’ desire to have more children as a motivational factor. The characteristics of the
women (in their study) that were more likely to become pregnant were those that were
less educated, have had previous births, IV drug users, and more sexually active than
those who did not. The women were also less likely to know their partner’s HTV status.
Sowell, Phillips, and Misner (1999), also reported that the majority of the women
(56%) in their study stated that their husband or sex partner would motivate them to
become pregnant. Seventy six percent of the women, in the same study, also stated that
they did not believe that their babies would become HTV infected if they became
pregnant even though they were HTV positive. However, a majority of the women
(66.7%) in the current study believed that their babies had the potential ofcontracting the
virus via breast-feeding.
Similarly to those in the study conducted by Sowell, Phillips, andMisner (1999),
the participants in the current study did not identify previous experiences in childbirth as
a motivational factor to become pregnant. However, the women in the current study, as
well as previous research, reported that the low risk ofthe baby contracting the virus was
amotivation for them to become pregnant.
Similar to the findings of Ingram and Hutchinson (1999), the majority of the
women in the current study also identified their intrapersonal beliefs (about motherhood)
as being a motivational factor to become pregnant. As stated previously, cultural norms
and values in mostWestern societies encourage reproduction and emphasize motherhood
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as a valued role for women. It is believed that pregnancy elevates a woman’s status in
some communities and is often an opportunity for women to feel good about themselves.
The babies represent a source of love, acceptance, and a legacy for the future.
This source of love and acceptance, the baby, gives the mother a sense of
belonging, and acceptance in a society that is judgmental and places stigmas on
individuals that deviate from the norm (Ingram & Hutchinson, 1999). Once women
contract HIV, their lives become inherently different from their counterparts that are not
HIV positive. These women are no longer viewed as other women are viewed,
consequently the women may feel that they are not loved unconditionally, or as if they
belong (one ofMaslow’s basic needs in the hierarchy of needs theory). Therefore, the
women may attempt to satisfy their need for love and belongingness in other people (in
these cases, an infant). As a result, having a baby has become a method used to satisfy
the need for belonging and unconditional love. The children were described as a link to
life, a reason to live, and a source ofemotional and psychological support.
One explanation for the different findings in the current study from those of
previous studies is the stage ofHTV the women are in. Maybe this sample has been ill
more than those ofprevious studies (the women in Kline, Strickler, & Kempe had been
HIV positive for an average of two years). Also the women’s drug usage in the current
study was not known. The previous studies (Kline, Strickler, & Kempe; 1995) reported
that their participants were more likely to be IV- drug users. They reported that 58.4
percent of the participants had injected drugs and 49.2 percent of the participants used
crack. The knowledge and understanding of the virus transmission may have influenced
the results of the current study. Although the women in the current study believed that
their babies were at risk for contracting the virus via breast-feeding, the majority of them
could not define vertical transmissioa Therefore, there may be a lack ofgeneral
knowledge about the virus and the routes of transmission.
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The women in this study reported that intrapersonal beliefs and the low risk of the
baby contracting HTV were motivational factors for them to become pregnant. Previous
childbearing experiences and knowledge on tiie virus transmission were notmotivations
for the women to become pregnant. It was expected that intrapersonal beliefs, previous
childbearing experiences, and knowledge on the virus transmission were motivational
factors for the women to become pregnant. The findings did not support the hypothesis
entirely; however, other important findings were revealed and discussed. There still
remains more research that needs to be conducted in an effort to understand the
motivational factors that influence HTV/AIDS infected women to become pregnant, and
these suggestions are addressed in Chapter Six.
Limitations of the Study
There were several limitations to this study. The sampling method was the first
limitation. Although the participants were HIV positive, the women were clients ofAID
Atlanta therefore they were not randomly selected. The findings may not be
generalizable to otherHTV/AIDS infected women participating at other AIDS
organizations. By sampling other AIDS organizations, a greater understanding of the
variables examined would have provided more sufficient findings.
Another limitation to the study included the unequal number ofAfiican
American, Caucasian, and Asian participants. It was believed that there should have been
an equal number ofparticipants fi'om each group in order to reduce the possibility of
cultural bias. Also, differences in ethnicity have remained an important aspect to be
examined.
A final limitation to the study was the sensitivity of the subject matter. Many of
the women failed to respond to all ofthe questions and some may not have answered the
questions truthfully. It was hoped that all participants answered the questions honestly;
however, it was possible that biased answers may have been given to present a positive
picture of self
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Suggested Research for Future Practices
More research is definitely needed on this population. As seen through reviewing
the literature, most of the research conducted on this population has been on minorities
and rV-drug users. Suggestions (Ingram and Hutchinson, 1999) included implementing
training for social workers, and performing longitudinal studies to follow the women over
a period of 5-10 years to determine if their motivations change throughout the course of
the virus’ life. Finally, it has been suggested that comparisons among nationalities on the
motivational factors that influence this population to initiate or continue pregnancies be
done to determine if there is a difference or similarity.
CHAPTER SIX
IMPLICATIONS FOR SOCIALWORK PRACTICE
This chapter discussed the field of social work as it relates to the responsibilities
of practitioners when interacting withHTV/AIDS infected women. Additional areas that
need to be addressed were also discussed.
The purpose ofthis study was to describe the motivational factors that may
influence the decisionofHTV positive women to become pregnant. The motivational
factors that were observed included previous childbearing experiences, intra-personal
beliefs, and knowledge on the virus’ transmission. The study also attempted to
understand how susceptible these women thought their babies were for contracting the
virus through vertical transmission.
Results showed that the majority of the women reported that the low risk of the
baby getting the virus via vertical transmission was a motivational factor for them
becoming pregnant. The majority ofthe women also stated that their previous
childbearing experiences and their partners’ desires to have a baby were not motivational
factors for them to become pregnant. Results also demonstrated that the majority of the
women could not define vertical transmission, although the majority of the women knew
breast-feeding was a potential method of transmitting the virus from the mother to
infants.
From the onset of the pandemic, controversy has surrounded an infected woman’s
choice to bear or not to bear a child (Taylor-Brown, 1999). This ongoing debate
engenders strong convictions from members of society as well as practitioners.
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Practitioners jfrequently allow their personal bias to influence their recommendations to
pregnant, HTV positive women. The study illustrated how imperative it is for social
workers to possess positive, unbiased attitudes and understand the issues (disruption in
relationships, problems due to disclosure, premature maternal death, possible
transmission of the virus to infants, and other mothering issues, impact of future
pregnancies on the mother’s health) HIV positive women face.
A balanced approach to this complex issue is definitely needed. Social workers,
as advocates, can help these women to weigh their options and then allow them to make
the best decision for themselves. However, social workers need to be trained on
sensitivity, HTV knowledge and transmission, and potential issues that HTV positive
women face.
Social workers, along with other health care providers, can use the information
gained from this study to implement HTV/AIDS seminars, workshop, and support groups
for HTV/AIDS infected women. As an educator, the social worker would be able to
inform the women ofcurrent information about vertical transmission, and the impact
future pregnancies may have on these women through the seminars and workshops. The
support groups would be an outlet for the women and a way of letting them know they
are not isolated cases and that others are dealing with similar psychosocial issues.
Social workers, as advocates, can help these women to weigh their options and
then allow them to make the best decision for themselves. However, social workers need
to be trained on sensitivity, HIV knowledge and transmission, and psychosocial
factors/issues related to this population. Social service agencies may need to offer
extensive training to their employees before they interact with the population. An
informed social worker would be better prepared to provide nondirective reproductive
counseling to these women. Such counseling entails presenting information and choices
available to an HTV infected woman and being able to respond to her questions.
37
Focus must also be placed on graduate level social work students as well, because
they are the future practitioners that will be serving this population. Although the
students must have a desire to work with this population, there needs to be some training
on how to interact with the population. The social work students must have educational
opportunities during graduate studies and on the job training. The educational outlets
may consist of class discussions, workshops, internships, lectures, or formal training
through anHTV/AIDS agency.
During these trainings there should be opportunities for the social workers to
discuss their thoughts, feelings, and beliefs about this population in the hopes of
alleviating any misconceptions. By providing these educational outlets the social
workers are given the opportunities to raise comfort levels, positive perceptions, and
become more knowledgeable about HTV and the psychosocial issues these women have
to face.
It must be noted that there may have been cultural biases in this sample. Collins
(1990) reported that there might be a difference in how black women define, value, and
shape black motherhood. According to Collins (1990) there is tension in how
“motherhood” is defined in the black community because of the images ofmammy, the
matriarch, and the welfare mother that coexist with visions ofblack motherhood as
providing a base for self-actualization, status in the black community, and a catalyst for
social activism. The cultural influence and the value it plays on motherhood may also
need to be addressed in future studies.
This study has shown that social workers must be educated on issues that HIV
positive women fece. If social workers are educated on the psychosocial issues of these
women, they may be able to deliver information aboutHtV and the possible transmission
of the virus in a non-judgmental manner. Social workers and other professionals must
also understand the motivations (intra-personal beliefs, knowledge on the virus
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transmission, and previous childbearing experiences) that influence these women to
initiate a pregnancy or to continue an existing pregnancy. By understanding the factors
that influence these women, social workers will be able to provide the service that this
population need and deserve.
APPENDIX A: INFORMED CONSENT FORM FOR RESEARCH PROJECT
The goal of this study is to explore the motivational factors thatmay motivate women to
become pregnant, after being infected withHIV. It is a part ofa criterion needed for a
Master degree in Social Work for Clark Atlanta University in Atlanta, Georgia.
Please notice that there are no risks involved in this research. Ifat any time during the
study that you feel apprehensive regarding the subject matter, please speak with the
facilitator immediately. A complete statement ofpurpose of the research will be
accessible once collection ofall data is received.
I agree to participate in this study and I understand that:
1. The approximate time is 15-20 minutes to complete the questionnaire.
2. My participation is strictly voluntary and ifat any time I wish, I may terminate any
involvement in the study without a penalty.
3. All of the data collected will be kept confidential.
4. The nature of the questions in this study will include demographic questions.
5. All of the data collected for this study is for research purposes only.
6. I may contact the researcher at any time if I have any concerns concerning this study.
I may contact the researcher at (770) 909-6985.
Signature Date
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APPENDIX B; GARNER’S QUESTIONNAIRE
Purpose: The purpose of this study is to investigate the motivational factors
that may influence HIV positive women to become pregnant
Demographics
1. Age:
2. Ethnicity; Afncan American (1) Caucasian (2) Native American (3)
Hispanic (4) Other (5)
3. Marital Status: Single/Never BeenMarried (1) Married (2) Separated (3)
Divorced (4) Widowed (5)
4. Do you currently have children? Yes No
Ifyes, how many children do you have?
5. Are any ofyour childrenHIV positive? Yes No
Ifyes, how many ofthe children are HTV positive?
6. Is your partner/spouse HIV positive?
7. What is your highest level ofeducation?
8. Are you currently working?
9. Do you value the role ofbeing amother?
A. Very concerned C. Somewhat unconcerned
B. Somewhat concerned D. Very unconcerned
10. Does your family place a lot ofvalue on motherhood? Yes No
Ifyes, does their opinion affect you or your decisions to have children? Yes No




12. Do you know what vertical transmission is? Yes No
If yes, please define
13. Are you worried that your future child(ren) will contract HTV through vertical
transmission?
A. Very concerned C. Somewhat unconcerned
B. Somewhat concerned D. Very unconcerned
14. Could the risk of transmission ofHTV to future babies prevent you from giving birth?
Yes No
15. Ifyou should become pregnant, are you willing to take HTV medication to prevent
possible transmission to your unborn child? Yes No
16. Ifyour partner/spouse wanted another baby, would you consider becoming pregnant?
Yes No
17. Do you have family support? Yes No
18. Ifyou had family support (extended) would you be concerned about becoming
pregnant?
A. Very concerned C. Somewhat unconcerned
B. Somewhat concerned D. Very unconcerned
19. Do you think your baby is at risk ofcontractingHIV via breast-feeding? Yes No
20. Is your family concerned about you becoming pregnant?
A. Very concerned C. Somewhat unconcerned
B. Somewhat concerned D. Very unconcerned
21. Is your family against you having any future pregnancies? Yes No
22. Does your family want you to have any future pregnancies? Yes No
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APPENDIX B continued
23. Based on your prior experiences in childbirth, would you like to give birth again?
Yes No
24. In the event that you should become too ill to care for your child(ren), do you have
anyone to care for him or her? Yes No
Ifyes, who?
25. What would prevent you from havingmore children?
26. What would motivate you to have more children? Please circle the one factor that
would have the nwst influence overyour decision.
A. Your values about motherhood
B. Your family’s view about you having more children
C. You have family support
D. The low risks of the baby contracting HIV.
E. Experience from previous (earlier) births.
APPENDIX C: SITE APPROVAL LETTER
We, AID Atlanta. Inc., give Lamegra Gamer permission to conduct research at our
agency for the sole purpose of completing the degree requirements ofMaster ofSocial
Work at Clark Atlanta University. It has been explained by the researcher that the
participantswill not be at risk and will not suffer from any stresses or discomforts. The
participants are volunteers andmay remove their data at any point to the extent that it can
be identified.
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APPENDIX D: DESCRIPTIVE STATISTICS
Variable N Minimum Maximum Mean STD. Deviation
1. Age 29 23.00 S2.00 37.5172 6.6902
2. Ethnicity 30 1.00 5.00 1.4000 1.0700
3. Marital status 30 1.00 5.00 22000 1.3746
4. Have children 30 1.00 2.00 1.4667 .5074
S. Number of children 29 .00 4.00 1.5517 1.4537
6. Children HIV positive 28 1.00 3.00 2.1071 .4163
7. Number positive 18 .00 1.00 5.556E-02 .2357
8. Partner/spouse HIV positive 2S 1.00 3.00 1.6400 .6377
9. Education level 29 1.00 8.00 5.1724 1.4655
10. Working 30 1.00 2.00 1.8333 .3790
11. Value motherhood 29 1.00 3.00 1.1379
.4411
12. Famiiy value motiierhood 29 1.00 2.00 12414 .4355
13. Family affect your decision 22 1.00 2.00 1.7273 .4558
14. You wantmore childien 27 1.00 2.00 1.7037 .4653
IS. Define vertical transmission 27 1.00 2.00 1.5926 .5007
16. Worried will tnftctfiitore children 22 1.00 4.00 2.0455 12902
17. Risk ofpossible transmission could
prevent fiiture births
26 1.00 2.00 13846 .4961
18. WiU take HIV Medications 22 1.00 2.00 1.1818 3948
19. PnrtDCT desires aiK^ier baby 26 1.00 2.00 1.6154 .4961
20. Have femily support 29 1.00 2.00 1.2414 .4355
21. Extended suf^xMTt would become
preftnant
26 1.00 4.00 2.3846 13290
22. Baby cootrsct virus via breast
feedina
26 1.00 2.00 12308 .4297
23. Family^s coocem for future
imftnanctes
26 1.00 4.00 2.8462 1.4055
24. Family wants more children 26 1.00 2.00 1.6923 .4707
2S. Family against future pregnancies 26 1.00 2.00 1.7308 .4523
26. Basedm prior diildbirth experiences 28 1.00 22.00 2.3214 3.8878
27. Have someone to care for baby 27 1.00 2.00 1.1852 3958
28. What would motivate you to become
pregnant
21 1.00 5.00 3.1429 1.4928
Valid N (list wise) 5
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